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Preface 


The University School Resource Network is a network of institutions 
and individuals working towards strengthening equity and quality in 
education and health. Along with intervention efforts in Municipal 
Schools, Teacher Education Institutions and Public Health Programmes, 
research is an important component of all the projects operating within 
the Network. The understanding is that research and insights from the 
field should guide intervention as well as advocacy efforts. 


The Working Paper Series is a medium to disseminate and share 
research insights from various projects being undertaken through the 
USRN. We look at this series as a way to generate ideas and engage in 
academic discussion and to enrich the disciplines of Educational Studies 


and Public Health. 


We invite feedback and comments on this paper as well as future papers to 


be brought out under the USRN Working Paper Series. 


Geetha B. Nambissan 
{ Coordinator, USRN |] 


PREPAC E 


Introduction 


Children’s health concerns are mediated by socio-economic and political 
contexts. In highly stratified societies the access to basic needs is determined 
by the position that households occupy in the socio-economic hierarchy. 
Children’s health needs and concerns have to be understood with a 
comprehensive approach that not only includes physical health, but also 
moves beyond to understand social, emotional and mental aspects of 
health. It is important to see these aspects of health as interdependent and 
interconnected. 


The present study locates itself in the space of the ‘school’ and attempts 
to understand children’s health needs and responsiveness of two selected 
programmes- the School Health Services (SHS) and the Mid Day Meal 
programme (MDM), both of which operate in the school space. Our 
study focuses on the primary school-going years of the child, with a firm 
understanding of the life course perspective which tells us that the present 
state of health is an outcome of pre, peri, and post-natal and pre-school 
development of a child. This perspective is especially critical when we 
examine the lives of children living in poverty and who have access mainly 
to government schools. 
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The schools which are part of the present study are Municipal Schools located 
across grades of poverty. The social context of the children and the location 
of the school is one marked by deprivation and marginalization. Children 
from these areas largely rely on public education and public health services 
systems. These services have seen a shift in their user base with an exit of the 
middle classes (Deshpande, S. 2006; Nambissan, G. B 2009). These services 
have now largely become services only for the poor and with only a marginal 
engagement by the lower middle classes. This has a serious impact on the 
issue of ‘voice’ for accountability and responsiveness. 


The School Health Services (SHS) that is administered by the Health 
Department is itself in a marginalized position within the department. The 
Mid Day Meal (MDM) programme that addresses the nutritional needs 
of school going children is administered by the Department of Education. 
Both these programmes are conceptually and administratively separate from 
one another and this separation undermines a holistic and comprehensive 
approach to improving health of school children. What then in such a 
scenario are the health needs and programme responses become important 


questions to explore. 
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Conceptual & Methodological 
Framework 


The axis of inquiry of the present study is an ‘idea of school health’. The 
authors believe that school health in its broadest conceptualization brings 
together health, education and nutrition aspects. This idea stems from the 
rationale that views health and education in a reciprocal relationship with 
each other. Health, nutrition and education are important for the overall 
development of the child and these three inputs need to be addressed in 
a comprehensive manner. “While the relationship between health and 
education has been seen more in terms of the role that the latter plays in 
creating health awareness and health status: improvements, what is not 
adequately represented in the debates is the reciprocal relationship between 
health and education, especially when it comes to children. Studies have 
shown that poor health and nutritional status of children is a barrier to 
attendance and educational attainment and therefore plays a crucial role 
in enrolment, retention, and completion of school education (Rana, K & 
Das, S: 2004; World Bank: 2004').” A study on school health has to take 
this reciprocal relationship as a base. Health is affected by education and 
awareness but it is also a pre-requisite or necessary condition for the process 
of education. Children who are malnourished, hungry and unwell cannot 
fully participate in the process of education and learning. Poor health and 
nutrition are barriers to attendance as well as educational attainment. One 
outcome of poor health may be the dropping out of children from school, 
however, the disruptions in the process of learning in the form of absenteeism 
or hindered and challenged learning have to be seriously examined. Chronic 
malnutrition and ill-health can be a pathway leading to disruptions and then 
finally the child dropping out of school (World Bank: 2004). A school health 
programme addressing the issues of child health, nutrition and education in 
a framework of overall development becomes critical in contexts of poverty. 
Ensuring that children are healthy and able to learn, needs to be seen as 
an essential component of an effective education system. The present study 
conceptualizes the idea of school health in this comprehensive manner and 
strives to understand children’s lives and programmes keeping this two way 
connection between health and education intact. 


‘To understand the health needs of a school going child and the responsiveness 
of health programmes we take a ‘systems framework’. According to B.D. 
Mishra (1982) a system can be defined as “an organised collection of 
interrelated elements characterised by a boundary and functional unity. 


| Cited from the National Curriculum Framework (2007), Position Paper on Health and 


Physical Education, NCERT, New Delhi. 
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The concept of system emphasizes the reality of complex relational networks 
and permits the analysis of mutual causal processes involving a large number 
of interacting entities.... The use of a systems framework is predicated 
upon the assumption that ‘reality’ is a system. A systems perspective which 
emphasizes the interconnectedness and mutual causality of its components 
accomplishes the purpose of both providing an ‘ideal type’ abstraction of 
reality and of closely reflecting the characteristics of that reality.” 


In this study we look at various systems that have a role to play in addressing 
health needs of the child - the location of the school i.e. the community where 
the school is situated and from where the child comes from; the school itself; 
the structure of the programmes addressing health needs that includes SHS, 
MDM and also other local departments that look after infrastructural issues 
of the school like water, sanitation, horticulture, and building.’ 


MINISTRY OF EDUCATION 


(at the centre] 


MINISTRY OF HEALTH 


(at the centre} 
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Mid-Day Meal : : School 2 : General 


(Public Private Partnership) : Health Services : :' Health 
Government; NGOs Medical doctors Services 
preparing meals Public health nurses 
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PROGRAMMES ADDRESSING HEALTH NEEDS OF CHILDREN IN SCHOOL: 
Different actors and their interactions 


2 — This aspect of infrastructural issues that make the ‘health of a school’ has been explored 
in greater detail in a parallel paper, ‘Location and Deprivation: Towards an understanding 
of the relationship between Area Effects and School Health.’ (Dasgupta, Baru, Deshpande 
and Mohanty; 2009) 


weer oe YP CTI ON 


It is important to look at the role and complex interactions between each 
actor; the relationships that exist between these actors; the play of power 
and authority in a hierarchical system and the implications of all these 
‘nteractions on the health of the beneficiary, in this case the child in the 
school. The hierarchical system also includes looking at the location of the 


SHS programme within the overall health services. 


The structure of the programmes impacts interactions of the programmes 
and these interactions also define the ‘culture of the programmes’ that 
further determine structures. The structure and culture of the programme 
are linked in a dialectical relationship. The present study explores both these 
aspects to comment on the responsiveness of the programmes. Therefore 
important questions here are where is the programme located; why is it 
designed the way it is; is it responsive to the needs of the children; what are 
their interactions with other actors in the system, in this case — central, state 
and local government, school authorities, community, teachers and children; 
how do they approach the beneficiary for whom the programme has been 
formulated when they deliver services? What ‘voice’ does the child have in 


all this? 


To study programme responsiveness it is important to look at how issues of 
equity and quality of services are addressed. Many scholars have attempted 
to define quality of health services as synonymous to availability of 
technology, structurally developed facilities and services that come at a price. 
However others feel that quality of public health services cannot have such 
a limited understanding. They have shown that one has to look beyond 
structural quality or the tangibles and seek more information on the process 
quality or the intangibles (Das and Leonard, 2008; Baru and Kurian, 2009). 
“Tangible inputs like building infrastructure, equipment etc. are necessary 
for creating the conditions that are necessary for personnel to carry out their 
roles effectively. However, even if the tangibles are in place the intangible 
dimension, which includes the behaviour of personnel with the patient is 
shaped both by organisational and societal factors” (Baru and Kurian, 2009). 
The process building, value orientation, commitment of the provider, (Baru 
and Nundy, 2008) building of trust in the community, dignity in interactions 
(Deshpande, M. 2006) are important and are interrelated with the tangibles. 


This interpersonal dimension is often left out when talking of quality of 
health care services. 


The important question is does the programme allow the community to 
voice their concerns and incorporate changes according to their needs? This 
determines the degree of responsiveness of the programme and determines 
the distance between the programme and the context of the child and 


whether the delivery system is paternalistic in nature or views its role within 
a rights framework. 
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Objectives 


e¢ ‘lo understand the health needs of primary school children and their 
perceptions of health 


e'los 7 7 Ns} : 
Io study the level of responsiveness of programmes addressing children’s 


health needs and the gaps in fulfilling the ‘felt needs’ 


¢ ‘lo study the relationship and interaction between various actors 


Methodology 


Parameters for School Selection: 
The Sample 


It was felt that to understand the functioning of the SHS and MDM 
programmes as well as the different felt needs and morbidity situations, an 
understanding across schools would be useful. It is important to capture the 
variations across different socio economic contexts and different schools 
represent these variations. Research and intervention in one context only, 
would not be able to address or engage with issues of children’s health and 
the programmes in different contexts. Therefore, it was felt necessary to 
bring out variations and understand needs in varied contexts. Parameters for 
purposive selection were framed. These were that schools should be selected 


as follows: 


¢ From areas across different grades of poverty / socio economic strata 


based on settlement types 
° Across different social compositions/communities 
¢ Gender i.e. Boys, Girls and Co-ed schools 


¢ Distances from health services 
(SHS as well as Secondary/ ‘Tertiary Referral Hospitals) 
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Methods and Tools Used 


The study relied on a qualitative research methodology. ‘The perception 
of effectiveness of health services is shaped by the experience that people 
have with providers. Exploring children’s own perceptions on health was 
to be a prime focus of this study. 


We gained a lot both conceptually and methodologically with the review 
of the study ‘Snakes and Ladders: Factors Influencing Successful Primary 
School Completion for Children in Poverty Contexts’ (World Bank 
Study, 2004, conducted by Ramachandran, Jandhiyala et.al,). Making the 
health-education nutrition linkage the authors had adopted a qualitative 
methodology that tried to understand children’s perceptions. The activities 
with children gave an in depth understanding of the functioning of the 
school, teacher attitudes, physical and verbal abuse, and the world of work 
of the children. It is only by looking at these interconnections and this 
broader context that the authors could make linkages between health and 
education and evaluate the functioning of various programmes. They had 
found ‘hunger’ to be a strong reason that impedes successful completion 
of primary school. 


The study by Lynch A. (1977) dealt with evaluating School Health 
Programmes. Though this was located in a different country context, this 
paper was very useful in guiding our questions and themes for enquiry into 
the programmes. She identifies certain measures such as appropriateness, 
adequacy, effectiveness and an evaluation of the impact on health status of 
children and the local community as measures for evaluating school health 
programmes. Her paper gives a historical account of the SHS in New 
York and raises many issues. Such as what is the place of the SHS in the 
hierarchy of health department and health programmes? Is it marginal? 
How is the record maintained? Is there a concept of a teacher-nurse 
conference leading to a question for our study- what is the role of the 
teacher and school in the School Health Programmes? Is the examination 
of children based on pre selected items missing out other morbidities? Is 
health history of the child recorded? And most importantly, what comes 
of this morbidity detection?.Is there any referral? An article by Wheatley 
(1943) also guided our research pathways and questions by highlighting 
certain issues such as the role and involvement of parents in the School 


Health Programmes. 
This paper is primarily based on in-depth interviews with teachers and 


programme staff and also observations of programme implementation. 
Morbidity records from the SHS were obtained for the sample schools 
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and analysed. The crucial aspect of the methodology was developing tools to 
capture children’s perceptions. A detailed methodology was worked out and 


tools formulated for every group separately - 1.e. interview guide for teachers 
and thematic areas to be explored through creative activities with children. 


The main areas covered were: 
» Understanding the life context of children, 


. The morbidities of children and its impact on the learning process 


based on teacher interviews, 
¢ Malnutrition and hunger in the classrooms, 


- Perceptions on the School Health Services and Mid Day Meal 


Programmes, 
- Availability, functionality and quality of basic infrastructure 


« Achild’s day- work, play, rest, food, life conditions etc. 


The Research Process 


It is important to highlight two of the important intervention processes 
undertaken during the study- 


- Efforts were made to build relationships and partnerships with the school 
staff and a lot of time was spent engaging with the principal and teachers. 
Rapport building activities included- listening to the experiences and 
concerns of the school and programme staff; participating in the school 
activities was viz. attending school functions, cultural programmes; filling 
in when teachers were absent etc. 


* The other important intervention process was the work/activities 
conducted with children in these schools. The methodology for the 
baseline included within ita component of capturing children’s perceptions 
on health, illness, food and the programmes as well as their life context. 
For this a creative activity based methodology had been worked out. 


Sessions were held using activities such as drawing, role-play and writing 
worksheets. 
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Findings and Discussion 


This section presents the data, analysis and insights related to the 
responsiveness of the health programmes. We begin with presenting data 
on health and well-being needs of children across different socio-economic 
contexts. Using teachers’ interviews, children’s worksheet analysis as well as 
our own observations we have tried to identify all the issues relevant to the 
health needs of children as well as gaps in the programmes. ‘The emerging 
recommendations/insights for the programmes are articulated along with 


relevant findings/data. 


Morbidity Mapping and Understanding 
Children’s Health Needs: Insights from Perceptions 


The paper first presents the health needs emerging from teachers’ and 
children’s perceptions. These represent in our perspective the ‘felt needs’ of 
the children. We then look at health needs emerging from the school health 
records which in a sense are the ‘real needs’ and epidemiological data. We 
have divided the perception data on health needs across various domains 
that form a comprehensive whole- physical health (morbidities, hunger and 
nutrition), emotional health and social health. However, these are not distinct 
categories- they overlap and impact each other. For e.g. chronic hunger in 
the child’s life can have both physical and emotional health impacts and is 
determined by the social health determinants. 


Physical Health Domain: 


Teacher’s Reporting of Children’s Morbidities: Interviews across the 
sample schools with teachers give us a list of children’s morbidities that they 
have found to be most common. One finds that this list is important as it 
brings out what one can term as ‘everyday morbidity burden’ of children. 
This term refers to the common and seasonal illnesses that children suffer 
from which often do not get reflected in the school health services morbid- 
ity records.’ The teachers’ interviews bring out illnesses that often are the 
reasons for absenteeism, and disruptions in learning. The major morbidities 
identified by the teacher are: skin problems - scabies, boils, rashes, boils on 


Sa NE MME 


4 The SHS surveys are often targeting or looking for illnesses based on vertical sub 
programmes (e.g.: worms, vitamin A deficiency etc.). 
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the head, diarrhoea, vomiting, fevers, cold-cough, and the child being weak 
The term most often used by the teachers is ‘sust’. This is important as this 
may be a sign of malnutrition- a problem which is not getting adequately 
reflected in the school health service records owing to non- collection of 
anthropometric data. Many of the teachers, across the schools spoke of chil- 
dren fainting during the morning assembly largely due to the high preva- 
lence of weakness. 


‘Teachers may not use the discourse of the health-education reciprocal 
relationship in their explanations about children’s health however they 
intuitively and through experience do appreciate the linkage between health 
and education and health and learning outcomes. 


“When a child is unwell, when a child has a headache or is crying, then the child 
cannot study” (Ieacher, Kusumpur Pahari School). “When children repeatedly fall 
ill then we need to slow down the teaching pace, or else how will they cover up?” 


(Teacher, Sangam Vihar School) 


Understanding the social context of the child: A related area that 
we explored with the teachers was to do with their understanding of the 
social context of the child and the social construction of his/her health. 
It is important to state that to varying levels teachers reflected sensitivity 
towards the children’s social context. When they enumerated the common 
morbidities they also reflected on the causation of these and their answers 
were mostly related to sanitation, poverty, lack of nutrition and vulnerable 


labour situation of parents. 


For example, teachers spoke of how stomach cramps is a common morbidity because 
often children come to school on an empty stomach. They also mentioned that apart 
from ill health when children are asked why they are absent, often it is reasons to 
do with their economic hardships-‘had to assist with work, had to fill water or was 


5 ’ 
ashamed to come because my pant was torn or my shirt could not be washed’. 


This is an important finding and one finds that some teachers are aware 
and sensitive to the relationship between social determinants and health 
that provides the basis to build a public health imagination to school health. 
However, at the same time the dominant perception which is reflected in 
teacher interviews across schools is the feeling that these problems are a result 
of the parents of the children being illiterate and uneducated. This seems to 
be the significant cause attributed to all problems related to poor academic 
performance and poor health. This explanation eclipses the importance of 


. 
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social determinants of health. For example the attitude towards the child 
missing from school because of constant village-city migration becomes one 
of blaming the parents for this. The common refrain is, “These children have 
no care and guidance at home. Where they are playing, where they are roaming- 


- BG Ep) 
nobody cares as the mothers leave them and go for work”. 


While there is an understanding of the social context, often the ‘culture of 
poverty’ argument gets applied. “Parents are laaparvaah (careless). Mothers are 
lazy and fathers drink... they do not have any knowledge and don’t have the time 
to tell their children what is right and what is wrong.” “These people are called poor 
but I don’t feel they are poor. They are all working yet the state gives them food, 
uniforms, textbooks- all free” (Teacher’s comments, Mehrauli School). 


This is an area of concern as the gap or distance between the teacher 
and children and a feeling of ‘otherness’ towards the children and their 
families reflects in teacher attitudes and teacher responsiveness towards the 
child’s education or health. These are again areas which teacher education 
programmes need to reflect on. 


Children’s Self Reporting of Morbidities and Health Assessment: ‘This 
study tried to capture children’s own perceptions regarding their health 
status. The worksheet filled out by the children had two questions relating 
to self assessment of health — one was relating to assessment of health 
status- good, ok or bad. There were three faces made- one smiling (good), 
one with a straight face (ok) and one frowning (bad). They were asked to 
mark what they felt about their health. A second question followed- what 
are the illnesses you have? It is interesting to note that children took care to 
think about their answer and marked according to their recall. They often 
asked the researcher facilitating the exercise for help in writing the illness 
name but wanted to make sure that it is recorded correctly. Also the health 
status assessment was one area where they did not get influenced by what 
their friend or partner had written. They had their own answer. Also it was 
interesting to observe the discussions amongst children that revealed that 
they were aware of the health conditions of their friends and classmates, 
especially those children who had recurrent illnesses. The point one is trying 
to make is that children like to talk about their health and illness episodes. 
They find it easy to express on this theme. It is important to contrast this 
with the observation of the School Health Services health check up where 


the doctors do not talk to the children at all. They do not ask the children to 
talk about their health. 
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‘The findings of the self assessment show that most of the children had marked 
either ‘good’ or ‘ok’. Very few had marked ‘bad’. An average across all schools 
would lean towards ‘ok’. The children had interpreted the question on health 
status to mean an assessment of health at that point in time or on that day. 


The illnesses that children listed out were- all kinds of aches and pains- 
headache, stomach-ache, pain in the legs; plus cough and cold, fever, ulti- 
dast (nausea-diarrhoea), boils, weakness, chakkar (dizziness). Some specific 
illnesses that have been mentioned are- asthma, chest pain, ‘ann accha nahi 


Hunger and the MDM: 
Mapping Perceptions of Children and Teachers 


A major finding is that across majority of the schools, children do come 
on an empty stomach to school and ‘classroom hunger” is prevalent. The 
majority had filled- only tea, tea and fen or tea and rusk as their answer to 
‘what do you eat before school?’ There cannot be greater evidence than this to 
strengthen the case for MDM as it is a felt need of the children. ‘Teachers 
also corroborate this finding that in most cases children come to school with 
only a cup of tea. 


Issue of Quantity- This is one of the most significant areas of concern 
for the MDM programme. All sources of data collection have revealed that 
the quantity of food supplied to the schools is insufficient. The prescribed 
norm of calories and proteins may not be the problem but this amount 
is not reaching the schools. Clearly there is some systemic issue with the 
contracting out model which might be forcing this cost cutting on the part of 
the suppliers. Teachers across schools expressed the need for increasing the 
quantity of food supplied. Distribution is a major challenge and the teacher 
in charge has to make sure that the food does not run out before all classes 
are covered. In fact many of the teachers commented on the fact that children 
of class I and class V were prescribed the same amount but this 1s clearly not 
sufficient for children of class IV and V. 


eee 


5 Dreze and Goyal (2003) have explored this concep! of classroom hunger and they write 
that ‘School meals may also enhance learning achievements, insofar as ‘classroom hunger 
undermines the ability of pupils to concentrate and perhaps 


skills.’ 


even affects their learning 
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“I take my class for food distribution and every other day we find that the food is not 
é : : ; : ” 
enough and some children get very little. There is no question of second helpings 


(Teacher, Chandan Hula School) 


Observations across schools by the researchers also focussed on this problem. 
The quantity is not enough to comprise a satisfactory meal. Observing the 
process of distribution across schools one found that children often try and 
take a second helping. In some schools they would wash their tiffin boxes and 
come back into the line, as if they were coming for the first time. If caught 
they would be thrashed/scolded by the teacher and MDM distributors. In 
Mehrauli, we found that the distribution would begin with class I and then 
by the time class III would arrive, the tension regarding food being enough 
would mount and food would be rationed further to make sure class V gets a 
proper helping. In the process it is class III that gets the least amount. 


The quantity situation was found to be variable across days and also across the 
sample schools. In R. K. Puram School one found the number of cans supplied 
to be in a better proportion with respect to the number of children. 


Children’s perceptions on this question clearly give us the insight that they 
too find the quantity insufficient. They had been asked in the worksheet to 
colour in their stomach- the level of hunger that is satisfied or how much does 
the MDM fill your stomach?. It is interesting to see that we had all kinds of 
levels emerging - from a full stomach to half, to one-fourth to a tiny dot and 


to not at all. The majority of the students however have marked between full 
and half. 


Impact of the MDM: ‘Teachers were of differing opinions regarding 
the benefits of the MDM. While all agreed that the MDM has increased 
attendance and enrolment figures there were differing views on its impact 
on the learning process. While one group feels that this distracts from the 
process of learning and takes up too much time of the school hours. Problems 
like the school is now dirty, there is no place to wash up after the MDM etc 
are also raised. Another group feels that there is a perceptible difference in 
concentration, health, weakness and interest in school and learning. 


“Pahle Man nahi lagta tha (Earlier they were not able to Stay interested and 
engaged in class). Now there is increased regularity and retention, concentration has 
improved. After the meal they are more interested to study. Every morning they are 
waiting for the food” (Teacher, Chandan Hula). 
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“As we know their background, more than half of them work a lot at home.'] hey are 
fitter because of the MDM, have gained ‘health’. Pahle sukhe the (Earlier they were 
weak/thin). The incidence of girls fainting during the morning assembly bas come 


down.” (leacher, Kusumpur Pahri School) 


Children’s Perceptions: Children were also asked their view on the 
programme itself - whether they like the food, don’t like it or find it ‘ok’. 
Answers were found across all three options. However, the average answer 
would be between ‘ok’ and ‘like’. However, on specific items they had clear 
opinions and some of the items disliked are- Peele chawal and halwa. This is 
across schools. 


TABLE 3. CHILDREN’S PERCEPTIONS OF MDM MENU 


Poori alu Peele chawal 


Chole chawal Hard poori 


Rajma Chawal Ghuti hui chawal (over cooked rice) 


smell in rice 


Halwa 


Researchers observed that majority of the children did eat the Mid-day Meal 
and it was one of the highlights of their school day. The pulao or peele chawal 
had no vegetables, sajma and chole was often watery and pooris were hard. The 
researcher ate with the children during the school fieldwork. Serving size 
varied, while in some schools there was no fixed system, in some it was one 


ladle each of every item. 


On the nutritional value and quality of the MDM, teachers across schools 
felt that the quality of the food needed much improvement. Nutritional value 
of the food was found to be lacking. All the teachers suggested increasing 
the use of vegetables, green leafy items and also distribution of some fruits 
once in a week. Many of the teachers spoke of how there should be some 
sweet distributed at least on days of functions/festivals. Quality issues were 
reported by teachers, such as- pooris being too hard, stale/smelly rice and rice 
so mashed and solidified that serving spoons break. A few instances of insects, 
worms and rat faeces being found in the food were also recalled. Overall, 
however the teachers agreed that the incidence of dirt and worms is rare and 


food does reach on time. 
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Some of the teachers made the important point that while designing such a 
programme the issue of ‘taste’ is also to be kept in mind. The halwa being 
served is watery and tasteless and has chana (gram) mixed in. This is very 
different from the children’s cultural preference for a sweet halwa. Some 
felt that rice was not a preferred item and parent's resisted this especially in 
winter. Wheat based options should be explored instead of four days of rice. 


Many of the schools spoke of corruption in the contracting system and how 
their school was too far from the NGO supplier for any effective monitoring 
or checks. Feedback systems do exist, however, they are only fire fighting 
measures. Feedback on programme contents and components finds no 


avenue for expression. 


Children’s food choices: In response to the question on what food they like 
to eat (apart from the questions on ‘what MDM items they like/don’t like’), 
it is interesting to find that across schools the majority of responses listed 
fruit items, vegetable names and food like dal, chawal, roti sabji. It was rare 
to find the mention of items like chocolates, samosas, chow mein, tikki. This is 
important to state that children are conscious of their food preferences and 
probably will prefer the hot cooked meal supply of the MDM than biscuits 
and packaged food. The programme must consider the distribution of fruits. 
This was part of the plan some years ago. 


Emotional Health Domain: 


Emotional Morbidities and Learning Difficulties: Another area of 
morbidities is the domain of emotional health and well-being of children. 
The area of emotional health was explored through teacher interviews. It 
is important to note that no such morbidity/concern was detected in the 
analysis of SHS records retrieved for the sample schools. On the other 
hand the emotional morbidity mapping exercise done only in one sample 
school led to the finding that this is a real concern that needs to be addressed 
further through the SHS. Here we kept the definition broad so as to include 
children with specific learning disabilities as well as children who may have 
other emotional health problems. The table given below gives a summary 
of the kinds of issues teachers identified. The ‘description’ column of the table 
Sives the teacher's perceptions and statements. We have not attempted any diagnosis 
and classification. The idea is to bring out the fact that these issues have been 


completely missed out in the SHS and to an extent in the teacher education 
programme as well. 
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TABLE 4. 7 te 
MAPPING EMOTIONAL MORBIDITY 
MAPPING LEARNING DISABILITIES 

(Teachers Perceptions, MCD School, Kusumpur Pahari) 


cbt 


Not emotionally attached in class, ‘Sust’, not able 


fo give proper attention and remember. Failed last 


= year. 

, na Very scared. Breaks into a sweat if asked 
anything. Lagging behind in studies 

Very active but concentration power is low 

04/05-08 V Finds it very difficult to read. Can write but finds 

it difficult to understand what she has written. Has 
tailed twice. Absent often. 

io ae Very Active, keeps standing, finds it difficult to 
concentrate 

ven eae a Very Active, keeps standing, finds it difficult to 
concentrate 


07/01-08 ads Keeps running out of class 
08/01-08 = Abuses all other students, does not study 


09/01-08 ‘sust’, does not talk at all, weak in studies. Present 
10/01-08 

11/05-08 

1 : 


V 
V 


daily. 
Good in studies but violent. Beats other students- 


strangling neck, biting others 


Drowsy, absent a lot, always scared, not wanting 
to talk at all 


V 
12/05-08 V Finds it difficult to study 


3/02-08 


Malnourished, cant give attention to studies at all, 


and scared 


Problem in learning, remembering 


Does not play at all 
Does not talk at all 
Can read but has no idea what she is reading 


Can write but has no idea what is written 


IV 
IV 
IV Cant write in Hindi but can in English 
IV Reading Problem 


V Difficulty in reading 
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Teachers also spoke of the difficulty they faced in engaging with different 
children. They expressed a need for training/workshops addressing this 
issue. [hey explained their strategies in handling such children. They often 
try to give extra attention, they may group/pair the children so that children 
can help those with difficulties and at times they have met with the parents. 
While teaching, some of them even try to divide the board into two halves 
and give separate problems to different groups of children. 


“There are some students in each class with some disabilities to a certain extent. We 
generally make them sit along with a student who is “normal” and encourage the 
latter to help her friend to learn. Sometimes, I divide the students into 4-5 groups. 
Each group has both slow learners and normal learners. Then I announce that, by 
the end of the year, the group whose slow learners can score maximum in the exam, 


will get a prize and I give the prize from my own pocket.”(Teacher, R.K. Puram) 


Within the realm of emotional health certain other concerns emerged from 
interviews and observations. These are discussed briefly. 


Early Substance Abuse: This issue was brought out through teacher 
interviews held in Boys schools as well as observations by researchers. 
Though this concern is greater in secondary schools, one finds that even 
at the primary level there is a small percentage of children who are using 
substances such as chewing/smoking of tobacco and sniffing of paints/ 
whiteners/glues. (This issue was stressed in the Mehrauli School). Often, due 
to migrations and resulting loss of academic year, late enrolment, repeated 
or severe illness leading to repeating of grades, there arises a situation 
where there are children who are beyond the primary school age group, still 
attending primary school. Teachers expressed that it is the older boys who are 
in the habit of substance abuse and may influence their younger classmates. 
Along with these another addiction that teachers of select schools spoke of 
is video game addictions. These issues also need a sensitive understanding of 
the child’s social context and emotional state. This is again an area related to 
health which should be addressed in teacher education curriculum. 


Child Sexual Abuse: This was not a specific area of enquiry in our survey 
and therefore we do not have detailed data on this however, a few teachers 
did mention the case of child sexual abuse as part of a discussion on children’s 
health concerns. They spoke of how there have been cases in the past where 
children from their school have been abused in their home environment 
by relatives or neighbours. Also during the course of the study incidents of 
such abuse within MCD schools were reported in the print media. This led 
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to the debate over whether girls’ schools should have only women teachers 
‘Teachers were divided on this issue. 


This paper would like to flag this issue as one that needs to be addressed. 
If a child reports of such a situation at home or at school what should the 
response of the teacher/principal be? Can the SHS provide any kind of 
physical and emotional support to the child and his/her parents/caregivers? 
Can they guide the child/family to concerned NGOs support services? Does 
the Teacher Education component provide information to teachers regarding 
this issue- physical/psychological impacts as well as legal provisions? There 
is definitely a need for further reflection on this issue. 


Corporal Punishment: The incidence of punishment of various forms was 
witnessed in all the schools albeit in varying degrees. Slapping, hitting on the 
head, pulling roughly, screaming at the child, abusing/sharp verbal thrashing, 
name calling/labelling, caning were some of the kinds of punishment 
the researchers witnessed or were told about by the children. In fact it is 
interesting to note that the worksheet given to the children to fill out also 
highlighted this issue. The last question in the worksheet was ‘School mein kya 
accha nahi lagta?’ (What do you not like about school?). Various answers have 
been obtained from children but one which was very common was — Pitai or 
beating. 


Researchers also found that it is the parameter of social differences (class/ 
community) which reflects in the relationship of the teacher with students 
and creates a distance. An insight that may be suggested from the observations 
is that, where the social distance between the teachers and children was 
somewhat lesser the incidence of such punishment and language/attitude 
‘towards the children was also less. For example in Sangam Vihar, there 1s a 
large number of teachers who are from rural and semi rural backgrounds and 
here one sensed that the distance between these teachers and the children 
was less. On the other hand in Mehrauli School the class and community 
differences were most stark with teachers mostly from upper middle class 
strata and belonging to the Hindu community whereas the majority of the 
children were from poor Muslim homes. These differences are school specific 
and we are not able to generalise, never the less the issue of punishment and 
teacher attitudes has to be acknowledged and is an area for further research. 


The link between health, learning and punishment needs to be taken up 1n 


workshops (in-service and pre-service) relating to emotional health, learning 


disabilities and child development. 
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Social Health Domain: 


An area which is part of the overall health and well-being of the child is 
the domain of work or labour performed by the children. Most of these 
children belong to poor communities and are located in contexts with 
social and economic deprivation. This makes it essential for them to assist 
their families in various kinds of work - housework or at times assistance 
in the unorganized labour market as well. It is important to note that 
across schools located in different grades of poverty, one found that 
children were engaged in different kinds of work before and after school 
hours. Boys and Girls both perform work and one finds that often gender 
roles get blurred in this young age-group. Therefore, while definitely the 
work of cleaning, washing utensils, cooking was higher among girls, boys 


also did perform such tasks. 


Another important aspect related to children’s work is that one did come 
across teachers who were very aware and conscious of this. “Being girls, 
they do a lot of work at home and sometimes come to school drowsy or tired. 
Water is a serious problem in this area and these small girls do a lot of work to 
help fill water. Often they are absent from school if the water tanker has come 
into the community” 


(Teacher, Kusumpur Pahari School) 


“Malnourishment anyway makes their immune system work. Plus they do a lot 
of work along with their studies. This is one reason why they fall sick.” 
(Teacher, R.K. Puram School) 
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Children’s Drawings from R.K. Puram School, 


about the work they do to help their mothers 
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The illustrations and the tables above describe the kind of physical work that 
the school children are engaged in. This work is done before and after school 
Gender divisions of labour may not show always in types of work done “ei 
we find that boys are also engaged in different kinds of work. However, the 
quantum of labour that girls perform is often higher especially if they are the 
elder sibling. The possible impact of this work, expending of physical energy 
and absenteeism due to work burden, on children’s health is a question that 
needs further reflection and study. ‘This question would have to be linked to 
learning outcomes, disruptions in processes of learning and the nutritional 
status would also have to be factored in to link with concentration levels and 
tiredness in the classroom. The children’s drawings do bring out the fact 
that compared to school going children from higher economic classes, these 
children located in marginalized neighbourhoods do perform much more 
labour. 


Play and its place in the construction of children’s health and well- 
being: After having looked at the work that children do, we now move to 
understand the place of play in the set of health needs of children. Conditions 
for play differ across schools. For e.g. on one extreme we have R.K. Puram 
School which has a big green ground, with swings and other play equipment 
and even has a physical education teacher. On the other end we have schools 
like Devli which are in low lying, water logged areas and there is no proper 
facility for play. However, one observes that whatever limited area may be 
available — playing sports and group games, walking, chatting with friends 
(all a part of play) is an activity children enjoy. Children have a need to play 
and this is a critical part of their well-being. Every school must view this as 
a basic child right. 


The worksheet filled by children had a question regarding what they like to 
play. A variety of games/activities were listed: 


Sangam Vihar School (Girls): kho-kho, pakdam pakdai, mummy-papa, cricket; 
Mehrauli School (Boys): Antakshari, Bat Ball, Cricket, badminton, football, /aat laat; 


Chandan Hula (Co-ed): Boys- cricket, kabaddi, carom; Girls- Cheen Chaiyya, kho- 
kho, kabaddi, rassi, pakdam pakadai; 


R.K. Puram (Girls): Ludo, kabaddi, kho-kho, hide and seek, badminton, carom, 


cricket, chess, running; 
Ambedkar Nagar (Co-ed): cricket, badminton, football, hide and seek 


Devli (Boys): football, kabaddi, cricket, kho-kho, hide and seek. 
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In informal discussions and during the group work across schools children 
spoke of their school and often raised the issue of the availability of a proper 


khel ka maidaan (play ground) and play equipment. 


Aspirations to Study and the motivation to learn: This aspect of the findings 
through children’s expressions is very important for two reasons. Firstly it 
breaks down the assumption expressed by many teachers that these children 
do not want to study and forces reflection on teaching practices and attitudes. 
Secondly, this is another factor in the construction of the idea of well-being 
expressed by the children. The idea of school being a place for learning is very 
strong and clearly expressed by children across schools. ‘The aspiration and 
motivation tostudyandlearnisdefinitely presentanditistheconditionsinschool 
which often impede or dampen this motivation. The most common response 
to what they like about school and why they come to school was —‘to study’. 


“Mujhe padhna accha lagta hain (I like to study)”, “Main padh kar apne mata-pita 
ka naam roshan karna chaahti hoon (I want to fill my parents lives with pride by 
studying well)” are examples of the answers we received. When teachers are 
absent or busy with other administrative work the children miss the learning 
process. The researchers often found children pleading them to come to 
their class and teach. 


Children’s expressions on what they like and dislike about school: This 
set of questions in the worksheet brings out children’s feelings about their 
school. It is interesting to see that a lot of school related issues (no water, dirty 
toilets) are clearly marked as problem issues in the perception of the children. 
They are the ones who have to face the hardships that such situations bring 
and they did not hesitate to write these answers to the question ‘what I do 
not like about the school’. Their answers and the issues highlighted by the 
teachers related to infrastructure had a perfect match. These are areas related 
to health and well-being. Other answers on this list were- pitai (beating) 
and teacher's scolding, fighting amongst classmates, and no place to play. 
Many of the children also wrote they don’t like to play in school and when 
researchers probed this, they explained that they don’t like it when studies/ 
classes do not take place and they are in a sense left free to play. They come 
to school primarily to study and this was the most common answer to the 
question ‘why I like school’. Other answers on the ‘like’ list were- like my 
teacher, like to play, like to be with friends and like the Mid Day Meal. 
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TABLE 6. CHILDREN’S RESPONSES ABOUT SCHOOL 


Why | like school Why | don’t like school 


Toilet dirty | 


No water 


To study- dominant answer- 


aspirations for education 


Like my teacher Pitai and Ma‘am ki daant 


Jhagda 
To play 


To play 
To be with friends 
MDM 


No place to play 


Taking the children’s expressions forward we briefly summarize school wise 
issues highlighted by the teachers and which relate to the ‘health of the 
school’ or basic infrastructure that does impact health. 


TABLE 7. SCHOOL SPECIFIC CONCERNS THAT IMPACT HEALTH 


Kusumpur | Chandan 
Pahari Hola 


Toilet not Lack of Toilets No Toilet Water 
functional water requiring boundary cleanliness | logging 


repairs wall 
Lack of water | Monkey Toilet 


menace Lack of 
Lack of due to low water 


No proper building 
playground 
playground boundary 


wall No 


No boundary 


wall No 


Inadequate pieygroun 


Safai 
Karamchari 
posts 


It is interesting to see that through children’s and teachers’ perceptions 
we have been able to arrive at a comprehensive set of issues cutting across 
physical, emotional and social health domains. We now present the data on 
health needs collated through the school health services records. 
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dilapidated 


cleanliness 


Ambedkar 
Nagar 


Toilet 
cleanliness 


Playground 
safety 


- Exploring the Epidemiological 
Health data 


Summary Analysis of School Health Records 


Morbidities that have emerged from the data are of varying types and one 
finds that of the children checked, more than 75 per cent were detected with 
some morbidity or the other. However, on a closer scrutiny of the records 
one also found that the morbidities often get matched to the availability of 
medicines that the SHS team carried with them on the particular health 
check-up day. This means that many issues may be going unnoticed. We first 
present a school wise description of broad morbidities detected and then 


give some general comments- 


TABLE 8. ANALYSIS OF SCHOOL HEALTH SERVICES (SHS) RECORDS 


‘School Morbidities detected Additional Remarks 


Eye problems, Xerosis, For dental and Eye related 


Corneal lymph, Bitots spots; problems there was no referral 


Anemia, Worms, Dental mentioned in the records 


Caries, Upper Respiratory Anaemia and Worms and 


Tract Infections Xerosis and A vitaminoisis often 


occurred in conjunction 

There was no child in the 2005 
records with a No Abnormality 
Detected (NAD) status 


In 2007- no referral records 


Eye related- Defective vision Number of NAD cases high, 


and Xerosis; Dental Caries, but data very scarce. One 


Worms child detected with defective 


hearing but no referral within 


programme. 


R. K 


Puram 


Dental Caries, Vit A Detailed records maintained, 


deficiency, Defective vision, clearer remarks and referrals 


Pyoderma recorded. Cases with defective 


vision referred to the eye OPD. 
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Morbidities detected Additional Remarks 


Chandan 
Hula 


Upper Respiratory Tract 


No NAD case. Lack of referral — 


Infections, Xerosis, Bitots For eg. a child with burnt right 


spots, Anemia, worms, dental | hand and child with coronary heart 


caries disease were given no referral 


Upper Respiratory Tract Child with vitiligo referred to 


Kusumpur 
Pahari 


Infections, Xerosis, Vit A Safdarjung hospital 
deficiency, Blephritis, Dental 


Caries 


Xerosis, Anemia, Many eye referrals 


Dental Caries 


Vit A deficiency, xerosis, Records compared over three 


Ambedkar 
Nagar 


Anemia years- steady decline in detailed 
diagnosis and record keeping. 

Number of boys with anaemia is 
also quite high and equal to girls 


with anaemia. 


Firstly, we would like to comment that despite a paucity of records and often a 
very selective screening we find that the level of morbidities as well as the range 
of problems is quite high. Across schools and especially in poorer area schools 
the morbidity record is quite high. This reinforces the point that there 1s a 
need for a programme that addresses health needs of this age group. Looking 
at the morbidity data one finds that a lot of the problems identified are directly 
or indirectly related to nutritional deficiencies. Therefore, the number of cases 
with anaemia, a-vitaminosis and other eye problems were high. These are 
related to the children’s diet and hunger status in the family. There were also 
few cases of frank malnutrition identified. This brings us to the insight that 
the MDM Programme and the SHS have to work in an integrated manner. 
Currently they function as separate programmes. 


Peimieoeree eG HEALTH Dr A Tom 


33 


The second and related point is that though morbidites are high the referral 
and follow up services of the programme are the weakest link. Since the 
health check up in any case happens once in a year and for selected classes, the 
follow up service is completely missing. Also, referral details in the records are 
haphazard, mostly vision and dental problems are referred, however, a range 
of other illnesses are identified but have no referral. At times children have 
been referred to tertiary hospitals such as Safdarjung and AIIMS. Another 
issue is of parents bringing children to the referral clinic. The Zonal School 
Health Clinic for the South Zone used to be in Bhim Nagari and is now 
shifted to Sheikh Sarai. However, it is rare that parents from Sangam Vihar 
or Chandan Hula bring their children for an Eye OPD to this clinic. It is too 
far. A reflection on utilizing PHC’s and MCD dispensaries which might be 
closer, as School Health Referral Centres needs to be made as this strategy 


might increase utilization. 


One finds that certain types of illnesses detected need secondary and tertiary 
level care and treatment for e.g.: cardiac problems, burns, hearing problems, 
speech therapy requirement etc. and various disabilities- physical and 
emotional/mental. hese seem to have no referral service available. This is 
a serious lacuna in the problem which emerges from the records as well as 
through teacher interviews. 


The study also brings out some observations regarding the record keeping 
system. [here is no system in place at the moment and each team of doctors 
and Public Health Nurses (PHNs) records in their own way. The authors 
stress the need for a better and compulsory record keeping system which is 
meaningful, dynamic and adds to the work process. 


Anthropometric data is crucial to calculate malnutrition levels. Simply with 
weight, height and age figures we can track children who may be severely 
or moderately malnourished. The programme does have the mandate to do 
this but we found no records of this. Our observation therefore is that while 
anaemia and a-vitaminosis, figures are high frank malnutrition figures are 
comparatively low in the records. If these records are maintained we will 
get a true picture regarding this. Also the programme has a component of 
vaccination and every time the team visits a school some of the classes get 
vaccinated. However there are no records of this to be found. 


An important insight emerging when we place the perception data and the 


epidemiological data together is that though minimal the school health 
records in a sense support and corroborate the findings from the perceptions. 
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‘This in a sense validates the perception data and stresses the value of using a 
methodology which gives primacy to the ‘voice’ of the children and school. 
The perception data actually gives us a more comprehensive and complete 
picture regarding children’s health needs. One finds that there are a number 
of health concerns and disease conditions owing to inadequate nutrition due 
to hunger and deprived living conditions. Some get recorded by the SHS but 
many illnesses do not and the morbidity burden may be larger or more varied. 
This is reflected in teacher and student reported morbidities. Apart from 
physical health issues we also looked at other aspects of well-being, emotional 
health, work, play, aspirations to study and also issues of infrastructure or the 
school being a space which fulfils certain health conditions/rights. 


Thus, the authors stress that this process needs to be seen as an empowering 
methodology which can be used by teachers and in the teacher education 
programme to develop a fuller understanding of health needs. ‘This will help 
advocacy with the programmes as well. 
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Programme Responsiveness 


Understanding the Structural and Cultural Issues 


The previous section presented the qualitative data and analysis on children’s 
health needs. Based on these insights in our final section we return to our 
dea of school health’ and analyse programme responsiveness. How far has 
the SHS along with the MDM been able to take a comprehensive and holistic 
approach to addressing children’s health needs? For this we bring together 
both the structural and cultural aspects of the programme and find that these 


operate in a dialectical manner. 


At the outset an important finding has been regarding the place or status of 
School Health in the entire larger programme hierarchy. The SHS itself is 
in a neglected and in a sense marginalized position in the domain of health 
services and policy. It is often an unknown and invisible programme in health 
services policy documents and public health research/teaching and in social 
consciousness.° This impacts both its structural constraints and cultural 


issues. 


In terms of the structural aspects one finds that the conceptualization and 
in turn the content of the programme is the first gap. The SHS and MDM 
exist and operate as separate vertical programmes with no dialogue between 
them. The SHS itself does not take a comprehensive and holistic approach 
to children’s health and remains narrow, and targeted. It is vertical within itself 
i.e. focuses on immunization, de-worming, anaemia, eye and dental checks 
separately. This limits the idea of school health to addressing select physical 
morbidities in a selective manner. Even the physical health domain is not 
adequately addressed and one finds that the emotional and social domains are 
completely absent from the program design itself. Certain health needs such as 
mental health issues, disabilities, speech and hearing therapy requirements 
find no support or referral. These services are not a part of the programme. 
Even for the services within the programme’s mandate such as eye and dental 
health services one finds that the referral system is weak and there is no 
follow up. The health education component also seems to be completely 
absent from the delivery of the SHS. 


The Issue of Referrals is one of the most serious gaps in the programme. 
The SHS link with the general health services seems to be weak and there 
's No proper referral. Then the entire exercise simply becomes one where 
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some morbidity gets recorded in a haphazard way. here is no use of this 
morbidity detection, without adequate referral. 


Shortage of medical and outreach workers is a major structural constraint. 
As we saw the post of the Public Health Nurse or PHN is crucial in the 
programme and the South zone has nine sanctioned posts of which only four 
are filled. This is a tremendous constraint as then the PHN is unable to carry 
out all programme activities in every school and this results in variations. Far 
off and difficult to access areas get completely marginalized. 


Transport facilities are a weak link in the programme. This is an important 
structural factor highlighted by the programme staff and they complain that 
transport facilities are not adequate for school outreach in multple groups 
or health teams and this causes the work to suffer. 


Records are not being maintained in any order presently. As discussed above 
there is no health card maintained for each child either. 


These structural problemshighlightalotofthe tangible issuesofresponsiveness 
however they are shaped by the larger culture and marginalized position of 
the programme in the general health services and policy. Why does a referral 
from the SHS to a tertiary hospital carry no weight or legitimacy? Why are 
so many posts vacant despite repeated requests from within the programme 
to fill these positions? These are issues related to a larger neglect of the SHS 
within the system. This does affect the diluted conceptualization and vision 
of the programme as well as the morale of the human resources involved. A 
practice of shifting focus periodically on to various top-down random vertical 
programmatic decisions seems to burden the existing staff further. For e.g. 
a sudden interest in a thalassemia detection programme throws the existing 
minimal programme off track and makes the staff feel a lack of autonomy. 
This marginalized status of the SHS in the power structure does impact the 
culture within the programme as well. 


One finds that one reality of marginalization interacts with another across a 
graded power structure. ‘To pit it simply —one hierarchy of power connects 
with another ina step or ladder fashion. The SHS 1s ata lowest programmatic 
level within the health services but within the school they assume a position 
of power which gets assumed by the power position associated with the 
medical profession. One finds that the school, teachers and children within 
the school come in decreasing order of this gradation and finally it is the 
children and the parents/community from a poor socio-economic context 


that are at the last rung of this power structure. 
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UNDERSTANDING THE GRADED POWER STRUCTURE 


Determining both Structure and Culture. 


The authors strongly believe that responsiveness and quality of health services 
must explore this dimension of the ‘culture of the programme’. What do we 
mean by the term ‘culture of the programme’? This is the intangible or 
process related element which deals with the human interaction aspect of 
health services. Is the interaction with those for whom the service is meant 
to be one of dignity? How do providers ‘speak with’ and ‘touch’ beneficiaries 
and other actors involved? What is the level of ownership of the programme 
in the community and in this case the school as well? This is related to the 
distance one feels from the programme and the voice one finds to engage 
with the programme. The question is what is the character of the programme 
or service, its embodiment of dignity and trust (Deshpande, M. 2006). 
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One finds that for both the MDM and SHS, the culture of the programme 
was weak and impacted the responsiveness of the programme. The SHS has 
failed to create a culture of care and service in the school. On the other end 
the schools also feel a total disconnect with the programme and there is a 
relationship of imposition and force. This is a serious hindrance to the impact 
of the services on the lives of the children. Observations of the school health 
visits show that there are variations in the functioning of the programme 
and attitudes mediated by class and community status hierarchies.’ The class 
divide between the SHS staff and the teachers and also the children is an 
important factor mediating the relationship. ‘This class factor determining 
social distance was visible also in the fact that compared to the doctors the 
PHN’s were more sensitive and gentle an seemed to have some bonds with 
the teachers. The researchers observed a practice of discrimination and even 
a reluctance to touch and examine the children. Instead the team literally 
comes unannounced, expects teachers to drop all other activities and help 
them and barely gives thirty seconds of time per child. Children were afraid 
of the SHS and often tried to run out of school when the SHS arrived 
for a check up. The relationship between the programme and its prime 
beneficiaries was of fear and not of trust. The entire health check observed 
could have a serious detrimental impact on the self-esteem and dignity of the 
children who were treated with a sense of visible repulsion. The health check 
up was a blow to the child’s sense of well-being. 
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7 \n R-K. Puram school, like in the case of many parameters this programme foo seems to 
function better. Observations from the field show that here the teachers sit with the doctors 
during the check up and discuss children’s health problems as they come for examination 
in a queue. Children get petrified of the possibility of injections and the teachers were seen 
talking to them, counseling them. This helped the overall culture of the programme in le 
school and the quality of the service to an extent. This case clearly was an outlier bringing 


in again the issue that probably due to factors like location of the school (ina government 
o comparatively better off households 


employees planned colony), the children belonging | 
h observations in other schools show 


the SHS staff attitude was marginally better. Researc 
a completely dismal picture. 
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A description from the researcher's diary 1s given in a box below. 


Annual Health Check-up by School Health Service Team 
(Notes from the field diary) 


The School health team visited Schools of Deoli Gaon on 24th of 
October 2007. The team had not informed the schools about their 
visit. The team consisted of doctors and 4 PHNs. The team arrived 
at the school at around 10.30 am in their own vehicles and the 
doctor’s 2 cars. They came with various medicines, vitamins tonics 
and 2 stethoscopes for examination. There are 3 MCD Schools 
located in one area, next to each other. There was tremendous 
confusion in the team regarding which of these had to have the 
annual health check-up activity. One doctor along with 2 PHNs, 
went to one of the Schools and made class V students stand along 
side their benches. The doctor used the stethoscope and examined 
all the students one by one. She spent only a few seconds checking 
each child. Just touched their chest with it and moved to the next! 
Than she asked the students to come out one by one and make 
a queue outside the class room. The doctor asked us to tell the 
students that they should tell her what illnesses/disease they have 
during their individual check-up being done outside the classroom. 
The children were too scared to speak and the doctor did not ask. 
The doctor before doing the check-up, had met the principle of the 
School and informed about their visit. All the above activities of the 
team took 7-10 minutes after their arrival. 


Meanwhile, the confusion regarding which school had to be 
surveyed continued and the nurses and doctor realized they were 
to go to the school opposite as per their schedule. The children 
being examined were just left halfway and without any apology to 
the principal/teachers the SHS team just left the school and went 
across to the other. By the time, we reached that School, the other 
2 PHNs had begun taking out disposable syringes from the carton. 
This was enough to create a sense of fear and panic in the children, 
many of whom had begun crying. The PHNs asked the class teacher 
of Class V to make the students stand in a queue. Nobody told the 
children what injection is being given or about the reason for the 
injection, and not to be afraid. The children queued up and were 
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in tears. Then the PHN announced that this injection will help 
injuries to heal quickly. All the girls students were given the Tetanus 
‘Toxoid injection. 


While injections were being given 2 doctors and the 2 other PHNs 
had begun the general health check-up of the rest of the students of 
2 adjacent Schools. After administering injections, the PHN joined 
the doctors and nurses who are doing the check-up. None of the 
teachers were involved in any thing related to the health check-up 
of the students. Each doctor had 2 PHNs to assist. As a student 
came in turn, then the doctors asked her name and asked her to 


show her tongue and teeth. Doctors never used the stethoscope to 
check. Majority of the students were given de-worming tablets. 


The students were asked to chew the tablet. Some students were 
given vitamin ‘A’ tablets. 8 to 10 tablets of vitamin ‘A’ were given 
to each child. Some of them were asked to take 4 tablets together. 
But none of the students were given any instruction about how to 
take those medicines at home. They were not instructed, whether 
they have to chew it or eat it. If they had a cough or cold they 
were given antibiotics, but never instructed on how to take these 
medicines. Some of the students were given an iron tonic, the PHN 
showed the photo of a girl with pink cheeks on the bottle of the 
tonic and told the girls to take this tonic, regularly, so that their 
cheeks would also become pink like that of the girl on the bottle. “If 
you don’t have this you will become ‘kali’-black in colour” said the PHN 
to the girls. The children, who appeared unkempt- dusty clothes 
or hair not in place, were especially looked down upon and both 
the doctors and nurses were very rude to them. The doctor was 
making sure that, no such child came very near to her. She pulled 
the collar or one corner of the dress of each child to ask her name. 
She looked at them with frowning eyes. Her behaviour towards the 
children suggested that she clearly viewed them as lesser humans 
and ‘other’. She often used language like “Kitni Gandi Bachbi Ho”, 
“Naahati Nahin Kyaa2”,“Tumbare Daant kitne Kharaab Hein”? She 
asked several students whether they had ever seen a tooth brush 
in their lives? Any student, who had applied kajal on his eyes was 


scolded for applying this. 
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Very few students were referred to the Zonal School Health Clinic. 
Some of the students, whose eyes were weak, were given a referral 
card to go to the Zonal School Health Clinics. After this the SHS 
team decided that referral cards were short and so they would just 
tell the children verbally where to come. Many students of the 
afternoon shift (boys) were eager to tell the doctors about their 
illnesses, but neither the doctors nor nurses were eager to listen to 
them. One student of the day shift had several injuries on his legs 
and when his turn came he himself asked for some medicines for his 
injuries. The School Health team did not have any antibiotic cream, 
powder on even dettol/savlon etc. with them. Instead of giving any 
medicine to that little boy, the nurse began shouting at him and 
asked him not to play too much and to study instead. The behaviour 
of the doctor’s towards the Muslim students suggested a possible 
negative attitude. There seemed to be a perceptible difference. 
The doctor used to ask the little boys and girls from the Muslim 
community, “Don’t you eat vegetables.. do-you eat only meat”? She told 
us that, xerosis is more common among Muslims because of their 
dietary habit as they never eat vegetables and only take different 
types of meat. 


Some of the parents, who came to drop their children in the School 
for the second shift, came in to meet the doctors. But the behaviour 
of the 2 doctor towards these parents was very rude. The doctors 
accused the parents of not taking proper care of the children and 
allowing them to come to School with such dirty uniforms. Whoever 
was asking a little bit extra about their child’s health, they we not 
talked to and were simply told to visit the school health clinic for 
further information. 


The school health team finished 2 Schools of the morning shift in 
about 2 hours. They saw around 600 children in the morning shift. 
So, each child hardly got less than one minute during the check- 
up. "he check-up was done just to tick the school off their list of 
schools to cover. The doctors were constantly telling us about their 
difficult job as they are forced to come to these rural, peripheral 
areas of urban Delhi. Around 12.30 p.m. the team finished check-up 
for morning shift and went for lunch and returned around 1.30 p.m, 
The Class V students were administered injections and medical 
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check-up done for the whole school. This was done in the same 
way as the morning shift check up had been conducted. The team 
had enough calcium tablets with them left, so before starting the 
medical check-up nurses asked the doctor to prescribe calcium to 
most of the children. One of the students could not pronounce his 
own names properly, and the teachers were told to tell the child to 


consult doctors for speech therapy. Where the child should go or 
any referral linkage was not provided. ‘The health check-up for the 


afternoon shift finished in 1 % hours. 


The SHS team had asked our JNU team to prepare health talk on 
anaemia, related foods and hygiene. We had prepared songs, masks 
and stories to talk about these concepts. The SHS team left us to 
conduct it ourselves and refused to even be present for it. They told 


us they do not implement the health education component of the 
programme in schools as they do not have time for it. 


The space for participation of the school and the level of trust that the schools 
have towards the programme was low. There is a lack of communication 
between the teachers and the SHS. There is little ownership of the programme 
at the school level even though the concern for children’s health may be 
there in the teachers. This is an area for bridging of gaps. Most teachers 
felt that one annual check up without follow up often was of no use to the 
children and parents. They were of the opinion that the SHS should inform 
the school before they show up and not come unannounced. The value of 
this could be enormous as the teacher could be prepared, could make an 
attempt to get parents of chronically ill children to also be present etc. One 
finds that the role that a teacher can play and the possibility for teachers 
to alter the culture of the programme does exist. Teachers (compared with 
children and community) have a greater space to express dissent and voice 
and engage with the health service. However this calls for a greater space for 


health in the teacher education curriculum itself: 


The study found that the sense of ownership of the MDM programme by the 
teachers is also very low and this impacts teacher attitudes towards it, their 
participation and the full utilization of the benefits of the MDM programme. 
One finds that there is no uniform pattern regarding teacher participation and 
there are variations in the culture of the programme across schools. While 
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1 RK. Puram the teachers participate in organizing the distribution, and 
make sure all are seated and eat together; in the school located in Mehrauli 
there seems to be total chaos during MDM distribution. The attitude is one 
of patronage. In Chandan Hula and Sangam Vihar one finds that teacher’s 
involvement is higher. Teachers in Sangam Vihar do taste and check the food 
before distribution, wait for half hour and then supply to the children. In 
Chandan Hula too one finds many of the teachers do eat the MDM. This 
has a big impact as children view the food differently if their teacher also 
partakes in it. In none of the schools do the teachers eat with the children 
and this would be the ideal culture for the MDM Programme. 


Distribution models in terms of who distributes, how and where also impact 
the culture of the programme and its total functioning. In some schools 
the NGO supplier has appointed women from the community to help in 
distribution. For e.g. in our sample, Sangam Vihar being a very large school 
with 1500 children, this becomes critical. In Mehrauli School there is one 
lady to distribute for the entire school and this distribution is done in one 
back corner of the school. The sense is that there is a kind of distance being 
maintained with the children and the food. A greater role needs to be played 
by the teacher and possible health education that this programme offers 
space for should be undertaken. 


‘There was no intervention regarding cleanliness and hygiene in the MDM. 
‘Teachers did not discuss the issue of where to throw waste food. Children just 
end up dumping food in the school campus, depending on their dislikes. 
The socialization benefits of the scheme in terms of eating together, cleaning 
together across communities was not visible at all. These issues are dependent 
on the culture of the programme in the school and here there is great scope 
for change. 


Therefore one finds that while the programmes (both SHS and MDM) 
have a tremendous scope to address structural and cultural constraints, a 
significant role can also be taken up by the school and teachers within it. 
Basic infrastructure, school health services and nutritious cooked meals have 
to be seen as a basic right of children. This has to be viewed as essential to 
learning outcomes emphasizing the health- education linkage. 


A public health imagination and sensitivity to issues of children’s health, a 
holistic idea of school health needs to be a part of teacher education- pre- 
service and in-service and this can greatly alter the culture of the programmes. 
Such a perspective and information base will be empowering for the teachers 
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to engage with the programme. Presently they are in a grade of power below 
the programmes and this public health perspective will help them reflect 
on their own role as well as voice their dissent/ideas to the programmes 
and demand a more responsive service. The paternalistic attitude of the 
state on the one hand and the socio-economic context of the children and 
communities on the other, leaves the communities often with no spaces to 
demand better quality and equity and one sees a great role for the school and 
teachers to bridge this gap. For this voice to be strengthened, ultimately it is 
the school that should be the mover to re-cast the agenda for school health. 
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individuals working towards strengthening 
equity and quality in education and health. 
Research is an important component of the 
USRN. Our understanding is that resea 1 
and insights from the field are critical to _ 
expand the knowledge base on education 
and for intervention and advocacy efforts. 
The objective of this Working Paper Series 
is to share research insights from various — 


projects being undertaken through the 
USRN and initiate a dialogue to enrich 
the disciplines of Educational Studies 
and Public Health. 


